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CHAPTER I. 
Purpose of the Study. 
In this study the writer will attempt to show some of 
the social factors which seem to be generally present in 
children who suffer from bronchial asthma and seem to play an 
important role in the course of the illness. It is the 
writer's hope to show the significance of some factors 
generally present and which seem to play a role in the occur-
ence of the asthmatic symptoms and in the frequency of the 
attacks. It is hoped that by clarifying these factors it will 
be possible to draw sone conclusions as to the casework 
treatment of these children, their parents and others in 
their immediate environment. 
Until recently asthma has been a disease which had been 
treated by physicians as any other organic disease. Aller-
gists, psychiatrists and pediatricians are coming to recog-
nize more and more the importance of environmental, social 
and emotional factors in connection with the asthma symptom 
in children. In consideration of these facts the role of the 
social worker in the treatment process becomes quite evident, 
since it is she who is particularly trained to bring this 
knowledge into the treatment planning. 
As far as the writer can determine there has been no 
study made as to the specific role of the social worker in 
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these situations. It is hoped that as a result of this study 
her role in the rather complicated treatment process of the 
asthmatic child will be clarified and more clearly defined. 
It is anticipated that some of the ways in which children 
react to the various emotional, environmental, and other sti-
muli will be illustrated. In the case of the asthmatic child 
these factors might be the direct or precipitating cause of 
his asthmatic attacks. Furthermore it is hoped to clrify 
whether there is a relationship between unfavorable social 
conditions and the occurence of the asthma. By unfavorable 
social conditions is meant dependent economic conditions, 
poor housing, or overt disturbances in the family relation-
ships. 
In showing some of the common factors in the economical 
and social life of the asthmatic child, it is hoped that the 
study will help those who are working with these children and 
their parents to gain a better understanding of the child's 
illness, the causative factors, the treatment and prevention. 
The writer will attempt to clarify the necessity of the un-
derstanding of the underlying psychological conflicts, and 
the need for skilful help in the medical and psychiatric 
treatment of these children. 
The psychiatric social worker in order to carry out her 
role in the therapeutic process must have a sound knowledge 
and understanding of the specific problems that are involved 
in this illness and its treatment. 
2 
CHAPTER II. 
Method and Limitations. 
In order to obtain a broad picture of the social factors 
in the cases of asthmatic children, the ~Titer studied a num-
ber of cases in three different agencies. A random sample of 
cases of asthmatic children was obtained by studying cases 
f r om these agencies, each of which differsconsiderably in its 
approach to the problem. The cases selected represent either 
the total number of cases with the diagnosis nastbma" or all 
cases which were known to the representatives of these agen-
cies who extended their help to the writer in obtaining the 
material for this study. 
The agencies from which the cases were chosen are: 
1) The Massachusetts Society for the Prevention of 
Cruelty to Children (from here on referred to as: SPCC) 
2) The Children's Mission to Children; an Unit of the 
Children's Medical Center in Boston (from here on 
referred to as: Children' s Mission) 
3) The Children's Clinic of the Psychosomatic Clinic 
at the Massachusetts Memorial Hospital {from here on 
referred to as: C~dren's Clinic). 
For the purpose of this study the writer limited the 
cases of asthmatic children to the age group of six to four-
teen years old. This limitation was found to be necessary 
because of the phenomenon of common factors in the development 
of personality in these age groups. Children below and above 
this age level show different and significant factors in 
their psychological development that would necessitate a se-
parate study which would have to bee based mainly upon the 
consideration of this specific development. Thus, in the 
cases studied the writer deals with the significance of the 
development of the personality of the latency period through 
puberty to pre-adolescence. 
Further, since the Children's Mission is a placement 
agency, the writer found it necessary to exclude from the 
study the cases below six and above ten years of age from 
this agency. This was necessary in recognition of the fact 
that children in puberty and pre-adolescence require differ-
ent a pproaches and. different considerations of their special 
problems. It is also a well known fact that the very young 
child in a separation situation has to deal with much more 
emotional trauma than the child in the latency period. This 
does not mean that the child in the latency period does not 
usually suffer by the separation from his parents and sib-
lings, but a greater possibility of ''working through" of 
these problems exists. 
The case from the Children's Clinic which is presented 
in Chapter VIII is an att~pt to show the underlying emotion-
al and environmental factors in this child's asthma. The 
case was selected because it gives a detailed picture of the 
psychiatrist'~ work with the child and the response of the 
child to this treatment. The writer is conscious of the fact 
that the material describing the case work with the mother is 
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not as ext ensive as would be desirable. The comparatively 
limited treatment with the mother seemed to be quite signi-
ficant. 
It was through the help of Miss Elizabeth Bissell, 
General Secretary of the Children's Mission and Mrs.M. 
McLeech, Casework Supervisor at the SPCC that the writer was 
able to study the case material from their agencies. Two 
cases from the SPCC and four cases from the Children's Mis-
sion were studied. One of the cases from the SPCC was later 
referred to the Children's Mission. The writer further 
appreciates the help of Dr.Elenor Pavenstedt, Director of 
the Children's Clinic. The cases selected from this agency 
represent the total number of cases with the diagnosis 
"asthma" which were referred to this clinic since it was 
established in September 1948. 
All cases were studied according to three schedules 
developed by the writer. 
The writer studied the literature dealing directly with 
the subject under investigation. The writer compared the 
diagnostfuc findings of the cases studied with the findings in 
the literature. 
Some study was done regarding the history and policies 
of the different agencies from which the records •Nere chosen. 
In view of the limited material: two cases from the SPCC, 
four cases from the Children's Mission and seven cases from 
the Children's Clinic, no far reaching conclusions can be 
dra"WWl. at this time, but the v..Tl'iter hopes that this thesis may 
emphasize the need for further studies in this field. This 
study is an attempt to point out the importance of the help 
of the psy chiatric social worker in the treatment of the 
asthmatic child, as well as the necessity for the application 
of psychiatric principles in treatment. This thesis also 
represents an evaluation of the social, environmental, as 
well as emotional factors, in the treatment and prevention 
of asthma in children. 
The three agencies from which the case records were 
chosen differ considerably in their a pproach to the problem. 
A specific approach to a case which is based on an agency 
policy might set limitations in the casework treatment. In 
order to clarify these limitations, the writer ·will discuss 
the poli- cies of these agencies in the following chapter. 
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CHAPTER III. 
The Policies of tm three Agencies. 
As the writer has mentioned, there is no center for the 
treatment of the asthmatic child from the medical, psychiatric 
or casework point of view. In Greater Boston various hospital~ 
psychiatric clinics and social agencies enclude in their case 
loads children with asthma. It is not known to the writer 
whether there are such treatment facilities in any other city 
in the United States. It is a well kno~m fact that many Child 
Guidance Clinicstreat children with asthma. Very often these 
children present, in addition to their asthma, a behavior 
problem which appears to their parents to be more disturbing 
than the asthma. 
1) The Massachusetts Society for the Prevention of 
Cruelty to Children was founded as a private charitable 
organization (1878) under the general laws: 
• • • for the purpose of awakening interest 
in the abuses to which children are exposed 
by the intemperance, cruelty or cupidity of 
parents and guardians, and to help the 
enforcement of existing laws on the subject, 
procure needed legislation, and for kindred 
work.l 
This purpose, as set forth in the charter of the Society, 
still exists, but more emphasis is given to the preventive 
aspects of its work. 
1 Massachusetts S.P.C.C. Pamphlet 
7 
In general, the work of this agency is concerned with 
abused children and neglected children, where there is cul-
pability on the part of those legally responsible for their 
welfare. The methods used in this work have been chang ed con-
siderably in the past few years. It was felt that the work of 
a mod ern protective ag ency must inclu ~ e: 
1) A s&und casework program whic~ would enable 
the staff to use every known ava lable resource 
in order to understand the ne eds of the client 
and to help the cl ~ent to meet t~e needs. 
2) Constant evaluation of the ca~ses of con-
ditions referred to it for assistance. 
J) A program for actively removit g the causes 
of these conditions. 
4) An aggressive and continuing . rogram of in-
terpretation of the needs of allt children and 
for the prov~sion of adequate se vices to meet 
these needs. 
The agency places emphasis on th fact that psychologi-
cal cruelty is often more damaging to the child than physical 
cruelty and, therefore, a child who s pffers from asthma, for 
example, is not only referred to a mebical doctor for treat-
ment of his symptoms, but casework is done with the child and 
his parents, in order to study the pr)blem and understand the 
child's reactions, and to help the parents recognize their 
own and the child's problems in relation to his illness. 
The protectiv e agency is the onl~ agency which, 
whether by law or community asse1t, has as its 
2 Robert M.Mulford , "Child Prot ection in 1947", Little 
Wanderers Advocate. 
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particular responsibility woik with parents 
who cannot or will not ask fer the service 
of another agency, and whose children are 
receiving a standard of care belo~ that which 
the community considers adequate. 
2) The Children's Mission to Children is a private 
agency whose purpos e is 
• • • to provide supervised foster home care 
for those children whose own home cannot fur-
nish proper care and is specializing in nursing 
care for children with med i cal problems and 
casework service to their families. The children 
are kept as long as medical requirement is in-
dicated and longer if the condition of their 
own homes makes it unwise to return them there. 
The convalescence from rh eumatic fever com-
prises the largest number in the Children's 
Mission's care. 
Although the medical problem is the main consideration 
for which the child is usually referred to this agency, stress 
is placed on the emotional and social problems which are con-
nected with the illness and its causative factors. The foster 
homes are carefully selected and supervised. Special consider-
ation is given to the personality of the foster mother, and to 
her understanding of the emotional problems of the children. 
3) The Children's Clinic of the Psychosomatic Clinic of 
the Massachusetts Memorial Hospjals in Boston, was established 
3 Massachusetts S.P.C.C. Handbook 
4 Children's Mission to Children Pamphlet 
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in September 1948.5 From the beginning this clinic recognized 
the great need in the community for prompt service to children 
with recent onset symptoms. Children are accepted for evalua-
tion and treatment if the onset of their presenting problems 
occured within twelve months priori to their referral. Chil-
dren who present psychotic behavior or delinquency are re-
ferred elsewhere. Each child referred to the clinic is seen 
within tvro or four weeks after referral. 
In this clinic, as it is common in Child Guidance Clinics 
we have the team of psychiatrists, psychologists and social 
workers. Generally the psychiatrist works with the child and 
the social worker with one or both parents. In a few excep-
tional cases the psychiatrist may work with the parents also 
and the social worker may work directly with the child. The 
role of the psychologist is confined to testing, except for 
correcting reading. 
The cases are referred from various sources: other eli-
nics in the hospital, other hospitals, Child Guidance Clinics, 
social agencies, private doctors, parents themselves, other 
patients of this clinic and other sources. The clinic works 
in close contact with the schools. Requests for home teach ers 
are made directly ~o the School Department by the Clinic. 
5 Dr.Elenor Pavenstedt: Report on the Children's 
Clinic, February, 1950. 
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CHAPTER IV. 
Review of the Literature. 
There are numerous books and articles which deal with the 
description of asthma, its cause and treatment. The problem is 
discussed from every angle and is related to many fields in 
medicine. The interest in asthma is of long standing. The 
Greek physicians described asthma as a shortness of breath in 
connection with coughing spells. Hippocrates discussed the 
asthma symptoms and it was he who mentioned a possible under-
lying emotional cause. He states that "the asthmatic person 
has to be guarded from anger". Since Hippocrates, many writers 
have discussed the problem according to their own theories and 
according to the general scientific concepts and specific fin-
dings of their time. It is of interest that in medical books 
of the sixteenth century the probable cause of asthma was 
considered psychogenic. 
In the beginning of the twentieth century, a new emphasis 
was placed on the importance of the study of the asthmatic 
syndrome symptom. It was discovered that specific allergic 
factors and specific sensitivities in patients may cause 
asthma and other diseases. For many years asthma was dia-
gnosed and treated only on the basis of these findings. Many 
physicians today still consider asthma as a disease which is 
mainly caused by an allergic disposition of the patient, antt 
they treat the symptom accordingly. 
According to Webster's Collegiate Dictionary: 
Asthma is a disease characterized by dirficulty 
or breathing, accompanied with a wheezing sound, 
a sense of constriction in the chest, a cough 
and expectoration. 
The writer is herewith giving a brier review of some or 
the articles and books that deal with the discussion of asthma 
and especially with the bronchial asthma of children. 
Sir Arthur Rust, in his article, describes asthma as: 
• • • the reaction of an overexcitable 
bronchial system to blood borne irritants, 
to reflex a stimuli. The irritable bronchial 
system is a congenital and orten inherited 
constitutional abnormality. Associated with 
the physical side of the asthma diathesis, 
there is probably a psychological side which 
manifests itself in a special type or person-
ality. It is extremely difficult to decide 
how much of the asthma personality is a result 
or overprotection by too anxious parents and 
how much it is constitutional. The constitu-
tional element manifests itself in intelli-
gence above average, over-anxiety and lack or 
self-confidence. At the same time the asthma 
child is often aggressive and dominating. 
The most common psychological exciting cause 
in asthma is expectation. (This fact was al-
ready recognized by Bree in 179~) An asthma-
tic who has been accustomed to having attacks 
in certain places under certain conditions 
is very likely to continue to do so when the 
original allergi£ reflex causes have ceased 
to be operative. 
The interplay of physiological and psychological factors 
in asthma is discussed frequently and in many variations. The 
1 Sir Arthur Rust, "Asthma in Childhood", British 
Medical Journal 1. 1943, p.403. 
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fact that the patient who suffers from asthma has his attacks 
as reactions to emotional and psychological influences is fre-
quently the subject of discussions. 
Witkower states and gives examples of the facts that: 
• • • not only attacks by already existing 
asthma are precipitated by psychic influences 
but that also very often strong emotional 
stimuli are responsible for the first asthmatic 
attack. The first effect meets a psychic and 
organic cooperation and by the existing illness-
readiness, the affect precipitates the neurotic 
occurrence. The phenomena of imitation plays 
an important role. A person and especially a 
child can learn the athmatic breathing. It may 
become the child's way to obtain best the 
mother's attention. The dependence on the 
given condition is not only characteristic for 
asthma but for many other neuroses. The ~sthma 
is frequently used as a neurotic weapon. 
Clarkson tells us that: 
• • • an allergic factor is principally responsible 
for the onset of juvenile asthma and the psychic 
factor is either mobilized or intensified by the 
allergic state. A syndrome of facts may be im-
portant for the onset of the astruna. The facts 
of the syndromes are: 
1) the nature of the inheritance and environment 
2) degree of allergy 
3) duration and condition. 
Fear plays an important role in the asthma of the 
child. Physical defects confer on the victim an 
aura of invalidism and the psychopathic thinking 
of his parents may ~urround him with an almost 
pathological limelight. ~ttention becomes fo-
cussed upon a subject which is daily discussed. 
In any situation this is potentially dangerous. 
Fear is present if attention is given to its 
dangerous aspects. There is a factor of 
hysterization involved - a stage may be reached 
when attacks are no longer dependent on allergic 
2 Dr.Erich Witkower, Einfluss der Gemuetsbewegungen 
auf den Koerper, Wien, Sensen Verlag, 1937, pp. 15-32. 
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catalysts. According to the personality 
reaction of the child, the habituation 
reflex may be used independent of his aller-
gic origin. Emotional factors alone may be 
the "trigger" which exites an attack - also 
exploS.Ye demand for sympathy or way of esca~e 
from unpleasant and undesirable situations. 
The most intensive study of the psychogenic factors in 
bronchial asthma was carried out by Dr.Alexander and Dr. 
French with their group of psychoanalysts in Chicago, Illinoi& 
Their findings were published in a book, "Psychogenic Factors 
in Bronchial Asthma". 
The word asthma comes from the Greek. There 
are two kinds of asthma: 
1) the extrinsic asthma - which is due to 
external forces, such as pollens, dust, fumes, 
drugs, etc. Here the etiological agent can 
frequently be discovered. Patients in this group 
are usually benefited by the removal of the 
offending agent. 
2) the intrinsic asthma - in this group the 
etiological factors are more obscure. In many 
cases both factors are combined. The point of 
close cooperation of the allergist and the 
psychotherapist in the treatment of the asthma 
patient is emphasized. Specially in regard to 
the role of the psychogenic factor in the 
occurr-ence of the asthma attacks. 
The fact that a patient may experience relief 
from his ast~ma upon leaving home is capable 
·of two possible explanations. It is possible 
that substances t~o which the patient is allergic 
may have been present in the home situation but 
absent in the new environment. On the other hand, 
there are cases which seem more suggestive of 
psychological than allergic causative factors. 
The theory is that the attacks of asthma are 
originally a reaction to some allergic substances 
but that other stimuli which have been regularly 
3 A.K. Clarkson, "Nervous Factors in Juvenile Asthma", 
I British Medical Journal, 1937, II. pp. 845-850. 
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associated with the presence of these allergic 
substances may also become conditioned to pre-
cipitate the attack. 
A predisposition to asthma may be organic or 
psychological. The psychological predisposition 
leads us to the question of the per sonality 
structure associated with the disease. Most 
children are fussed and overprotected by their 
parents. In most cases the conscientious mother 
is torn between a desire to love and cherish 
the child and the fe eling of not really wanting 
him. But this mother would have great difficulty 
to bring these feelings of not really wanting 
him into conscious expression. As a result of 
this ambivalence, the mother would overprotect 
the child - mn order to overcome her guilt 
fe elings. Associated with this overprotection 
attitude towards the chi ld, the children also 
disnlay marked overanxiety and lack of self-
confidence. The children refuse to be separated 
from their mothers, they say rather nothing than 
run the risk of saying the worst thing . Con- , 
elusion as to the asthma personality: high in-
telligence on verbal tests with a poorer per-
formance ability, marked overanxiety and l ack 
of self-confidence, considerably latent aggres-
sion and egocentricity. It is quite possible 
that these children's excessive anxiety and the 
parent's overprotective attitudes may be in part 
a reaction of the disability caused by the ill-
ness. 
The characteristic difficulty of the asthmatic 
child is: · the child who has not yet adequately 
learned to care for himself is not yet ready to 
assume the responsibility of caring for others. 
Studies were made about the family constella-
tion-which se ems to be present in most cases of 
children who suffer from asthma. 
(The writer will refer to the findings of these studies 
in a later chapter.) 
The most s p eci~ic emotional factor in the 
etiologyi ·of bronchial asthma would appear to 
be the relationship between crying and asthma. 
To be not allowed to cry, may bring on an 
attack. 
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The psychomatic considerations: Breathing 
is the first step towards the biological 
independence of the child from the mother. 
In the asthmatic patient this function is 
inhibited by the spasm of the bronchiales. 
At the same time it is observed that these 
patients, even as adults are still struggling 
with the fundamental emotional difficulties 
of emancipation from the mother - no longer 
biologically but emotionally. 
There is a hereditary factor in asthma: It 
manifests itself in a disturbance of the 
function of the lungs - as breathing consti-
tutes the first step towards btiogical in-
dependence. 
The asthma attack often appears like a 
hysterical conversion. It expresses both ten-
dencies: the protest against separation and 
the protest wanting to re-establish a depen-
dent relationship to the mother by crying. 
According to this assumption, this symptom 
would develop in children who have hereditary 
deficiency in adaptability and at the same 
time were exposed to the influence of a re-
jecting mother who requires prematurely inde-
pendence from her child. Probably they were 
also exposed to premature sexual temptation 
which they experience a threat to their de-
pendent attachment to the mother. This sexual 
impulse is an internal one. The allergic 
factor may enter the picture. 
Children who through a combination of con-
stitutional and environmental factors deve-
lop a tendency towards this type of conflict 
about emancipation from the moth er, may, just 
during the heights of this struggle, also be 
accidentally exposed to Ja rge quantities of 
allergies. Against the exposure to the pollens 
the lungs defense themselves by a spasm of the 
bronchiales, by the same mechanism by which 
the emotional conflict about separation from 
the mother is expressed.These considerations 
are of speculative nature. Their merit is that 
they bring into correlation a large number of 
seemingly uncorrelated facts: 
1) that in asthma cases the central emo-
tional problem concerns the separation from the 
mother. 
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2) that there is a relation of a sthma to 
suppressed crying fob the mother. 
3) that the mothers of asthma children oft en 
belong to the rejecting mother type. 
4) that some mothers of ast~ma children show 
a marked pride in their children early independence. 
5) that breathing represents the first step of 
the child's organism from the mother's organism. 
6) that asthma attacks often a pn ear in 
early childhood. 
7) that the sexual impulse seems to be most 
significant in precipitating asthma attacks. 
8) that many asthma patients show great 
difficulties about making the decisive step 
of marrying. 
9) that allergic patients, after they suc-
ceed in overcoming emotional conflict about 
emancipation from the mother or her substi-
tute, become more resistant against allergens. 
Therapy: The psychological approach encourages 
freedom of expression and confession of wishes 
and impulses that have be en denied or unsuccess-
fully sublimated. With greater freedom of ex-
pression, increased independence and relief 
of conflicts usually results. The relief which 
the patient obtains from confession makes him 
suitable for treatment.4 
It would be too far reaching to discuss in this thesis 
the literature that deals with the development of th e person-
ality. But it is obvious that no discussion of a pathological 
personality can be carried on without familiarity with the 
development of the normal personality. The investigator had 
to be familiar with the significant factors of the different 
age groups and the most common facts of the parent-child re~ 
lationships. 
4 Thomas French and Franz Al exander, "Psychogenic Factors 
in Bronchial Asthma", Chicago, Psvchomatic Medicine Monograph. 
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CHAI?TER V. 
The Physical Symptoms of the Illness. 
Anyone who has ever seen an asthmatic pati ent during an 
attack knows how great his sufferings are -- how he gasps and 
tries to breath, and how great his anxieties and fears are of 
being suffocated because of his inability to catch his breath. 
It is pathetic to see an asthmatic child in his helpless 
struggle to fill his lungs with air, to hear his coughing and 
wheezing, to see his discomfort and to stand by when he des-
perately asks for help. Most children experience real pain, 
mainly in the chest and stomach, during and after an attack. 
These pains are caused by an overactivity and s-pasm of the 
muscles in these parts of the body. Patients are usually 
physically exhausted by the time the attack is over. 
It is not the writer's task to describe in detail the 
disorder of the organic functions in the asthma patient. How-
ever, pointing out the feature s of an asthmatic attack helps 
one to understand the child's suffering and will illustrate 
the state of great anxiety in which the child finds himself 
while having an attack; also the impact which such an attack 
has on the members of the family, who try to help and comfort 
him. Many children have their attacks at night, although this 
is not necessarily so. 
To the careful observer, the symptoms of a coming attack 
can be obvious. The child is not feeling well, is tire d, has 
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some labored breathing, and in general is listles s and rest-
less. Although the child feels tired and would like to go to 
sleep, he cannot do so because of his brea thing difficulties. 
There is a wide difference in the medical treatment of 
an acute asthmatic attack. Sometimes previously described 
medication relieves an attack. At other times in ,i ections 
must be given by the attending physician. 
The duration of the attack often depends on the child's 
physical as well as on his emotional condition. We can ob-
serve, therefore, that some attacks last only a few minutes, 
whereas others may last for days. Some children recover 
immediately, others have to be kept in bed for a few days 
for complete recovery . 
There is riot doubt that during an attack a child is 
influenced by the behavior and reactions of the attending 
persons. The lack of security on the part of the adults, in 
trying to relieve the child, influences proportionally the 
severity of the attack. rnf the parents are able to control 
their emotions and give the child the reassurance he ne eds 
to r elieve his anxiety, the ~ child becomes less fearful and is 
able to relax more quickly. His confidence, or lack of it, 
in the parent's reassurance has its influence Gn the child's 
muscle spasm. He becomes less tense, and the severity and 
duration of the attack might be lessened. 
We have already mentioned that the frequency, duration 
and severity of the attack differs in each case. No genera-
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lization can be made in regard to this. There are children who 
have attacks every day for months, and then none for a period 
of time, Others have attacks in greater intervals. The attacks 
differ in s everity from a slight wheezing or heavy breathing 
to extreme fits of suffocation, which require hospitalization. 
The individual child can suffer at different times from dif-
ferent attacks. Table I shows the findings in reference to 
this statement in regard to the cases studied for the purpose 
of this thesis. Four out of twelve children had to be hospital-
ized on one or more occasions because of severe attacks. 
The nature of the illness in question does not lend it-
self to statistical studies. 
The writer studied the cases of children who were re-
ferr ed for treatment to the Children's Clinic of the Psycho-
somatic Clinic at the Massachusetts Memorial Hospitals, since 
its existence in September 1948. The various diagnoses are 
shown in Table II. 
Erom this statistical study we see the frequency of 
asthma in children referred to the Children's Clinic. Ten 
children out of onehundred twentynine were referred to this 
clinic because of asthma. 
From clinical reports we have learned that the onset of 
bronchial asthma may occur very early in infancy. Children 
ten months old, and sometimes younger, have been known to 
have attacks. 
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It is not the writer's task to describe in detail the 
various methods in the medical treatment of asthma. 
In many cases of asthma a diagnosis of allergy can be 
established, and patients are treated for it. 
The most recent treatment methods are based on the find-
ings of psychosomatic medicine. Asthma is looked upon as a 
psychosomatic disease, which means: 
• • • that the bodily functions are inter-
locked with emotional processes. These1two processes form the psychosomatic unit. 
It is, therefore, necessary that we think back to the 
earliest phases of the development of the child. When the 
child's instinctual life is in the process of formation and 
an organic disorder occurs, this organic disorder becomes 
associated with an emotional upset. The child experiences 
pain, discomfort, and in this way receives special attention 
from the otherwise overtly rejecting mother. Any conflict in 
later life will resemble this conflict and will reactivate 
the emotional u pset and the organic disorder. Therefore, 
treatment which does not consider the underlying dynamic con-
flict cannot be effective. In treatment the patient is helped 
to express his conflicts verbally rather than physically. 
1 Felix Deutsch, Lectures on Psychosomatic Medicine. 
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TABLE I 
V .A.RIATION OF ATTACKS AND CARE NEEDED 
Case Heavy Breathing Attack Attack 
No. No Special Care Parents and That Made 
Family Physician Hospitali-
Could Treat zation 
Necessary 
1 X X X 
2 X X 
3 X X X 
4 X X 
5 X X 
6 X X 
7 X X X 
8 X 
J9 X X X 
10 X X 
11 X 
12 X X 
Total No. Cases 11 11 4 
TABLE II Children's Clinic 
Psychomatic 
Clinic 
SeP.t.l948 - Jan. 
1950 
DIAGNOSIS FOR REFERRAL 
_;. 
Diagnosis Ages No. of Cases 
Di zzy Spells 6, 7 ,9,9,7 5 
Withdrawn 16,17,12,10,5,5,10 7 
Fever (no physical cause) 8 1 
Moody, fantasy 3 1 
Clings to mother 7,7 2 
Stammering 16 1 
Eczems 13,16 ,16 3 
Sleeping Problem 7,14,7 3 
Mother Psychosomatic 13 1 
Immature 6 1 
Fatigue 15,11 2 
Fear of illness 9,11,11 3 
Eating problem 5,5 2 
Duodenal ulcer 14 1 
Jealousy (sibling ) 6 1 
Refusal to go to school 15,8,11,10,6,6,15,14 8 
Enuresis, wetting,soiling 6,15,16,6,9,15 6 
Anxiety 9,9 2 
Ey~rouble 6,11 2 
Headaches 14,15,15,16,14,15,15 7 
Obesity 6,7,12 3 
School problem 9,8,14,7,14,7,7,6,9,11,9 11 
Seizures 14,15,12 ,10 4 
Wanders away 6,17 2 
Educational problem 10,16 2 
Behavior problem 9,9,6,15,8,8,6,15,3 9 
Chorea 12 1 
Nightmares 14,10 2 
Temper tantrums 2,6 2 
Croupy condition 12 1 
Vomiting 4,14,5,11,8,7,5,4,6 9 
Asthma 6,9,7,7,4,9,14,16,6,15 10 
Hysterical paralysis 7,14 ~ 
Preparation for Ta A. 7 1 
Different pains 7,15,16,14,15,17 6 
Cough 12 1 
Delinqu ency 10,10,19,13 4 
Total No. of Cases 129 
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CHAPTER VI 
The Emotional Components in Children with Asthma 
and Their Family Situation 
It has become obvious to all investigators of asthma that 
emotional factors play an important role in this illness. We 
have mentioned before that Hippocrates stated that the asth-
matic person has to be guarded from anger. Anger, therefore, 
is a manifestation of conscious and unconscious emotions and 
thus the relationship between the emotional component and the 
physical symptom becomes established. 
In examining the dynamics of the personality of the asth-
matic patient, we find that they have as a common denominator 
the interlocking of bodily functions with emotional processes. 
This has been uorroborated by the more recent studies in psy-
1 
chosomatic medicine~ Some investigators show that asthma is 
an expression of the patient's emotions and therefore a purely 
psychosomatic disease. The expressions of the emotional diffi-
culties is unconscious to the patient. 
Our task is to examine the underlying conflicts which 
cause the physical expression. 
All children seem to be afraid of losing their mother's 
love, and thus feel a strong heed to retain her love. This 
conflict is unconscious to the child and causes him to be in 
1 Bibliography p. 71 
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a state of anxiety. Through this need for dependenc.e on the 
mother and its expression in physical illness, the child uses 
this method for securing the mother's attention and interest. 
In the twelve cases studied, eleven children were found to be 
fearful of loosing mother's love. 
Sibling rivalry also serves at times as a precipitating 
factor in the occurence of asthma. In this way the child ex-
presses his strong need for continued maternal protection. 
Seven out of the twelve studied cases showed marked siblings 
rivalry. In the cases No. 1, 5 and 6 sibling rivalry was a 
precipitating factor for the onset of the illness. 
The separation from the mother seems to be the outstand-
ing emotional factor in each case. If we consider the breath-
ing of the child as its first independent step, the misuse of 
this bodily function as a protest against separation from the 
mother becomes very significant. 
Most of the children are inhibited in their verbal ex-
pression of emotions. As Alexander and French tell us: "they 
have no chance to confess". This statement also clarifies the 
relationship between a sexual conflict and asthma. For most 
children it is hard, i~ not impossible, to discuss their 
sexual needs and conflicts with their parents. They have been 
taught that the expression of these needs and conflicts is 
forbidden or dirty. Therefore they do not feel free to express 
to their parents their concern with these feelings. Case No.6 
shows us clearly the sexual conflict in which the child finds 
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herself. The child's unconscious wish to replace the mother 
with the stepfather seems to be the precipitating factor of 
her attacks. 
In nearly all the cases the children were found to be of 
average intelligence, or above average intelligence. 
It seems that most of the children lack ' self-confidence 
and are unable to · .express their aggressive . impulses. Case No.5 
and 6 seem to give validity to this statement. When the child 
was helped to verbalize his aggressive impulses, he could 
give up his asthma attacks. 
These personality structures, however, in themselves 
would rarely be sufficient to cause the asthma symptom. It is 
the interplay of the parent's emotional ,·,make-up with that of 
the children which is very oft en the cause of the child' 8 
asthma. 
There ar e many children who have been rejected by either 
the mother or by both parents. In all twelve studied cases, 
paternal rejection seems to play an important role as a 
precipitating factor. Very often the mother is a very ambi-
tious woman and has set high standards for herself and the 
child. The child who feels unable to live up to the mother's 
expectations "escapes" into his asthma. Five mothers of the 
twelve cases were ambitious; their ambitions were found in 
different areas such as: good behavior, school achievment, 
economical standards and over cleaneliness. Frequ·ently the 
mother compensates for her r e jection of the child by over-
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protecting him. The child is forced into a very dependent re-
lationship to the mother and does not dare to verbalize his 
aggressions and his doubts of the mother's love. He uses his 
asthma as his expression of his hidden aggression. The child 
who is not allowed to cry -- because he is afraid of losing 
the mother's love when he cries -- uses his asthma for this 
purpose. By being sick he is assured of her attention which 
might otherwise be denied him. Seven mothers overprotect 
their children as compensation for their unconscious rejection 
of them. 
In nearly all cases, the father plays a relatively un-
important role in the family situation. He is the more passive 
figure and leaves it to the mother to manage the household 
affairs and to play the active role in the upbringing of the 
children. Eleven fathers were found to be'passiv. Only in 
case No.6 it was found that the father plays a more important 
tole in the child's life than the mother. 
In view of the above-mentioned findings, it is interest-
ing to study the various factors which serve as "trigger situ-
ations" for bringing cim the asthma attack. These situations 
also vary considerably. 
Pre-school children often suffer attacks after they have 
been registered for school. They are afraid of being sepa-
ra,ted from the mother and of facing a new situation. There 
are children who have their attacks only on school days; 
others may have attacks only on week-ends, when visitors are 
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expected of when the family plans to go to some unknown place. 
Joan (case No.6) has her attacks usually on we ekends and in 
case No. 8 and 9 the onset of the asthma was related to the 
beginning of the school experience. 
Children react to parental friction with attacks. Peter 
(case No.1) shows us how he reacts to parental friction. The 
same phenomenon, having attacks follo~Qng parental friction, 
was observed in five more of the studied cases. 
Other children have their attacks when they are separa~­
ed from their parents for the first time. The onset of asthma 
is not infrequently observed at the time of the birth of a 
sibling or the death of a family member. Four out of twelve 
cases reacted to the birth of a sibling with attacks. 
A child might observe an asthma attack of a family mem-
ber and note the special attention which this person gets 
from the mother, and the child might imitate this relative. 
This imitation, or we can call it identification, is an un-
conscious process which brings the child the attention he 
wishes. He becomes quite capable of acting out the emotional 
need by the bodily symptom. Peter (case No.1) _observes the 
asthma of his grandfather and imitates him. This is his un-
conscious identification with the grandfather which will give 
him the same attention from the mother than the grandfather 
has gotten at the time of his attacks. 
Children may have their attacks at night. Often there is 
a connection between the child's guilt at his observation of 
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parental intercourse which may result in a nightly attack. 
There are writers who think that an asthmatic attack is an 
imitation of the sexual act. 
It would be too far-reaching to point out all the situa-
tions which do and can bring on an asthmatic attack. But it 
seems that the above-mentioned are the most frequent. 
A thorough understanding of the emotional factors in-
volved is necessary in order to help the child and the parents 
overcome their difficulties by means of psychiatric and case-
work treatment. 
From these findings we can draw the conclusions that 
asthma attacks in children are not only due to the child's 
emotional difficulties, but also to his relationship with 
his parents and other significant figures in his environment. 
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TABLE III 
OCCURENCE OF EI'viOTIONAL PROBLEMS IN ASTHMATIC CHILDREN 
Case Fear of Sibling Marked No Overt Stubborn 
No. Losing Rivalry Anxiety Expression Demanding 
Mother's of 
Love Aggression 
1 X X X X X 
2 X X 
3 X X X 
4 X X X 
5 X X X X 
6 X X X 
7 X X X X 
8 X X X X 
9 X X X 
10 X X X X 
11 X X X 
12 X X 
Total 
No.Cases 11 7 8 9 5 
TABLE IV 
Parental Attitudes 
Case Mother Mother Mother Mother or Father Parental 
No. Rejects .Over- Very Father Passive Friction 
Child Protects Ambitious Prefer Figure 
Child Another 
Sibling 
1 X X X X 
2 X X X 
3 X X X X 
4 X X X X 
5 X X X X 
6 X X X X 
7 X X X X 
8 X X X X X 
9 X X X X X 
10 X X X X 
11 X X X X 
12 X X 
Total No. 
of Cases: 12 7 5 7 11 6 
II 
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CHAPTER VII. 
The Role of the Social Worker in the Treatment Process. 
As this thesis deals with the problem of asthma in 
childhood we have to focus our interest on the treatment of 
these children. 
It is a well-known fact that no emotional disorder in a 
young child can be successfully treated without the cooperation 
of the parents, especially the mother. Out of this consider-
ation the writer will discuss the treatment of the asthmatic 
child as it can and should be carried out by the social worker. 
The social worker sometimes treats both the mother and the 
child. At other times she is part of a team, consisting of 
psychiatrist, psychologist and social ·worker. 
The purpose of therapy for the child, as for 
the adult, is to alleviate guilt and anxiety, 
to release aggression and repressed impulses 
(sometimes to aid in repression) and to cor-
rect fantasies and bring the child more in 
touch with reality, or to encourage better as-
similation of reality, or both. Since the 
parents are involved, whether casually or not 
in all problems of child behavior, they must 
be brought into the treatment process in some 
fashion. The mothers of young children and of 
most older children must be helped. If the 
parents' participation is lacking , the entire 
treatment process is seriously handicapped. 
1 Gordon Hamilton, "Psy chotherapy in Child Guidance", 
Columbia University Press, p.l74 
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If we consider the different personality make-up of the 
children and their parents, we will find some clues as to the 
possible treatment. 
Parents often realize that they are unable to cope with 
the situation of having an asthmatic child at home. Frequent 
attacks at night disturb the entire family. Both parents, 
through sleepless nights, feel worn out, irritable, tired and 
unable to go about their duties. 
The entire family is aff ected by the asthmatic child. 
The mother, who has to help support the family by taking on 
a job, is unable to do so, because the asthmatic child makes 
it impossible for her to leave the house. All family members 
are nervous and upset and blame the sick child for being the 
cause of their nervousness. The child's illness might mobi-
lize the unconscious ~asochistic tendencies of a mother. In 
turn, all these emotional upsets in the famliy affect the 
child. He feels guilty and thus more anxiety is produced, 
wh i ch in turn, is a precipitating factor for more attacks. 
In No.1 and 5 of the studied cases we see evidence of this. 
The child disturbs the family by frequent nightly attacks. 
Frequently, in these situations it is necessary to place 
the child outside his own family, for the welfare of all con-
cerned. This is particularly necessary if the mother is not 
too cooperative with an ambulant treatment situation, if no 
adequate treatment facilities are av4ilable, or if the child 
is physically and emotionally very much disturbed by heavy 
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and frequent attacks at home. Peter's mother (case No.1) was 
not ready to cooperate in an ambulant treatment situation. 
Doris' mother (case No.5) could be helped by the social worker 
only after the child had been placed outside her O\~ home. Both 
children were physically exhausted as a result of their attack~ 
It is a well-kno~m fact that asthma attacks will diminish 
sometimes or disappear entirely while the child is away from 
his o~m family. This phenomenon can be explained by the fact 
that in the placement the "trigg er situation", which seemed 
to have precipitated the attacks at home, is absent. 
Disturbances of a dependent relationship might precipi-
tate an attack. Bringing the child to another environment 
does not only mean to change the allergic environment but also 
to remove him from an oversolicitous environment upon which 
he is unduly dependent. In nearly every case, attacks se~m to 
be associated with the suppression of intense emotions dealing 
with a dependent relationship, insecurity and se&ual conflicts. 
Placement means security for the child, an accepting 
mother figure, and help with the expression of his emotional 
conflicts. The child feels free and relaxed. If the child is 
free to express his emotions, he no longer n eeds to express 
them in bodily functions. 
Gordon Hamilton says: 
Often it is found that to focus on the physical 
difficulties of a child assuages the parents' 
own anxieties and keeps them from focusing on 
their own problems. The mother's overprotective-
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ness and voncern for the ~hild's health may be 
a reaction formation against deep lying attitudes 
of rejection. Many persons under strong feelings 
of guilt may consciously or unconsciously 
equate illness with punishment. Children often 
do this. 2 
Placement, as a treatment plan, should be considered 
carefully. The institution has to be selected in terms of 
the emotional problems of the child and the parents. This 
part of the treatment process is the responsibility of the 
social worker, who has to be familiar with all factors in-
valved, especially with the emotional problems of the child 
and his parents. 
Where siblings rivalry seems to be a precipitating 
factor, the worker sh~uld plan accordingly. It is often a 
good plan to place the child in a home where there are no 
other children. Thus, the child would not be in the position 
where he has to cope with the same competitive situation 
which ~~s present in his own home; but it also might be help-
ful for the child to get an experience outwardly similar to 
the situation at home but with an adequate mother substitute. 
We see in case No.5 that the plan aimed at removing sibling 
rivalry proofed to be unsuccessful. The child profited from 
a home with other children but with a more understanding 
mother substitute. 
Placement for a child arouses guilt feelings in the 
mother and the child. The mother feels guilty because she 
2 Gordon Hamil ton, "Psychotherapy in Child Guidance'', 
Columbia University Press 
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rejects the child, and the child feels guilty because he was 
"bad" and has, therefore, to be sent away. This handling of 
the guilt in mother and child is one of the most important 
factors in casework treatment. The child and the mother 
should be prepared for this treatment. Each treatment process, 
helpful amnecessary in any child placement situation, should 
also be applied in the placement of the asthmatic child with 
special emphasis on the specific individual problems inherent 
in the situation. 
Placement is usually considered a temporary treatment 
method. Therefore, the worker's task is not only to prepare 
and to carry out the placement but also to work with the 
mother and the child while he is outside his own home. Thus, 
the relationship can be more meaningful and thus prepare the 
child's return to his home. The worker should arrange for 
psychiatric treatment for the mother and the child if neces-
s~ry. The worker, therefore, has to be aware of deeper neu-
rotic involvement which requires interpretation by the 
psychiatrist. 
In the foster home or institution, the child has a "new 
mother". This new mother also needs help in dealing with the 
child's problem and needs to share new responsibilities with 
an experienced worker. The worker, therefore, should ext end 
her contact tothis new mother also. The worker has to take 
an active interest in the child's adjustment and assist the 
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foster mother in understanding the child's emotional and 
physical problems. 
Asthma is a psychomatic disease and requires observation, 
diagnosis, and treatment by a physician. The child who has an 
asthmatic attack often requires the aid of a physician who 
can help him to get relief from his attack. The social worker 
should be in contact with the physician. She can help him to 
get a clearer picture of the child's condition and progress 
of his physical symptoms and his emotional problems. Some-
times the social worker can interpret to the physician her 
role and function in the case. And the physician might have 
a chance to discuss with the worker his~treatment method and 
can secure her co-operation. The worker can transmit the 
physician's recommendations to the parents and foster mother 
and assist them in carrying out the medical regime. 
Many children who suffer from bronchial asthma are 
treated in allergy clinics in various hospitals. The children 
have to undergo many tests in order to det ermine the allergic 
stimuli which are precipitating the asthmatic attacks. The 
worker can prepare the child for the long treatment involved 
and thus reduce the anxiety which otherwise could cause more 
severe and more frequent attacks. There are various ways of 
accomplisfiing this. If necessary, the worker can accompany 
the child to the clinic, mak e special arrangements in the 
hospital in order to shorten the waiting period for the child, 
r 
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and to explain to the nurse or physician the child's difficult-
ies and anxieties and. thus lessen the trauma for the child. ThE 
worker can interpret the treatment to the mother so that she 
in turn will feel more secure. 
It would be too far reaching to describe in detail all 
the ~~ys in which the social worker can be helpful to the 
asthmatic child and his parents. The chief emphasis in any 
attempt to help should be directed toward the child's anxiety 
and to make him more secure. 
Placement of an asthmatic child is considered as a 
treatment method which should be applied only if no other 
~dequate treatment facilities and possibilities are available, 
and if the child's family environment cannot give him the 
security which he needs. Because of the increasing number of 
child guidance clinics and especially children's clinics 
with psychomatic orientation, many children can be helped by 
treatment methods that are based on psychiatric and psycho-
analytic orientation. They may save the child from going 
through the traumatic experience of being separated from his 
parents. 
We pointed out that no child can be helped and treated 
successfully without the cooperation of the mother. The 
setting of a child guidance clinic is in most cases such that 
the child is seen by the psychiatrist and the mother is seen 
by the social worker. Based upon our findings of the person-
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ality make-up of the child and his parents, the treatment goals 
and methods become obvious. 
No therapy can be carried out without a good relation-
ship. The mother who feels guilty because of her rejection of 
the child might have considerable fears and anxieties which 
will prevent her relating readily to a social worker or a 
psychiatrist. Therefore, the social worker has to handle 
these emdlt ions. By showing acceptance of the mother, giving 
ner friendship and offering her support and understanding of 
her problems, she might be enabled to transfer this experience 
to her relationship with the child. Through her own new ex-
perience in finding love and acceptance she may be able to 
accept the child and to love him. Having freed herself from 
disturbing emotions she might show a more permissive attitude 
with the child. The child ·; will regain his confidence in the 
mother's love and be able to give up his symptoms. If the 
mother's affectional needs are met, she will be able to meet 
those of the child. The child ' s tension will be reduced. If 
the mother gains satisfaction from verbalizing her conflicts, 
she might be able to permit the child to do the same, allowing 
him thus to form a more independent and mature relationship. 
Doris' mother (case No.6} had a chance to have such an ex-
perience. The social worker helped the mother to emotional 
maturity by giving her support and understanding of her pro-
blems and the mother in turn was able to help her children to 
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a greater independence and to gratifications other than 
physical needs. 
The psychiatrist who works with the child helps him to 
work out his conflicts by allowing him to talk out or to play 
out his fears and anxieties. By this method the child will be 
helped to "unlock" his bodily expressions from his emotions 
and it might make the bodily expression unnecessary. This 
process is a slow one depending on the neurotic involvement 
of both parent and child. The psychiatrist helped Joan (case 
No.6) to verbal expression of her conflicts involving sibling 
rivalry and hostility towards the mother. Joan was able to 
give up the asthma which she had used formerly as an ex-
pression of her emotions. 
The emotional problem has to be amphasized over and over 
again. The professional team of the psychiatrist and the 
social worker has to be clear as to the diagnosis of the 
emotional conflict and the personality structure of the 
patients, and has to re-evaluate this diagnosis as the 
treatment ms progressing. The worker can help the mother and 
the child to take a more objective attitude of the child's 
symptoms so that the mother does not feel "enslaved" by the 
child's asthmatic attacks. The child can be encouraged to 
participate in normal activities. The social worker's main 
task is to help the parents to accept a less solicitous 
attitude towards the child and allow him a greater d~gree 
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of independence. This diminishes the child's anxiety and the 
child himself can adopt a more independent attitude. 
French and Alexander's conclusions as to the treatment 
of the asthmatic child, clarify these findings. 
The psychological approach encourages freedom 
of expression and confession of wishes and 
impulses that may have been denied or unsuceess-
fully sublimated. With greater freedom of ex-
pression, increased independence and relief 
of conflicts result. The relief which the 
patient obtains from confession makes him 
suitable for treatment.j 
The role of the social worker in the treatment process 
of the asthmatic child seems in many respects identical with 
that in the treatment of other emotional disturbances of 
children. Special emphasis has to be given to the underlying 
emotional conflicts in asthma cases which find their expres-
sion in this bodily symptom, and in the parent's emotional 
make-up which seems to influence the child's illness. Although 
the role of the social worker may be effected by the agency 
function and setting, this basic knowledge particular to 
asthmatic children, is essential. 
j Thomas French, "Brief Psychotherapy in Bronchial 
Asthma", Psychomatic Medicine, .Tanuary, 1944. 
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CHAPrER VIII. 
Case Presentations. 
The following three cases are presented to illustrate 
different treatment methods for similar underlying emotional 
difficulties used by three different agencies which because 
of primary function and setting have different emphasis in 
their approach to the problem. These situations are represent-
ative of the total sample study. 
Case NUl'l'imr One Agency: Massachusetts Society 
for the Prevention of 
Cruelty to Children 
Peter is a nine-and-one-half-year-old white 
boy, the fourth of seven siblings ranging from 
sixteen years to fourteen months. 
The father is a fifty-five-year-old junk dealer. 
He has his o'm business but is an unsteady worker 
and therefore a poor provider. He has unrealistic 
plans and ideas which cannot be realized. Therefore 
the family has to apply for Public Assistance from 
time to time. 
This is the father's second marriage. His first 
wife divorced him when she learned that he had had 
a sexual relationship with a woman seventeen years 
his junior, who bore him one child and became im-
pregnated again by him. There were no children from 
the first marriage. Following the divorce, the father 
married this younger woman, who is Peter's mother 
and now thirty-seven years old. The oldest boy, who 
was born previous to this marriage, is the father's 
favorite, and he depends on him for help in his ad-
vanced years. 
This boy has presen~ed various problems. He 
plays truant, steals, and shows some sex difficult-
ies. The father alwa~s excuses his delinquent deeds. 
It was suggested that this boy should be treated 
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in a Child Guidance Clinic. The father minimizes 
the boy's problems, says he does not want him to 
attend a "crazy clinic". It is obvious that the 
father felt that tge boy's psychiatric treatment 
would present a stigma to the father and the boy. 
The mother is an immature, somewhat disturbed 
person. She left the family on different occasions. 
She went off with other men but was always accepted 
back into her own home. On the occasion of one of 
these desertions the case became known to the 
S.P.C.C. At one time the mother was away for ten 
weeks, and nobody knew where she was. The father 
and the sixteen-year-old boy to~k care of the 
younger children. The youngest child was nine 
months old at that time. The father notified his 
first wife, who then lived in California, and 
asked her to come to help him with the care of 
the children, which she did. She stayed for a 
few weeks with the family. 
The father found comfort in his distress 
about the family situation in alcohol; he drank 
excessively. When he was drunk, he was a "strong" 
man, noisy, abusive, and mean. He was quite an 
intelligent man whom the mot.her admired for being 
smart and interested in many things. 
This is the environment in which little 
Peter lived: a mother who neglected her respon-
sibilities towards her children, and who vies 
with them for the father. 
Peter had asthma since he was one year 
old. He had his first attack on the occasion 
of his mother's confinement, when she gave 
birth to another child. The little boy had 
hemmorhages in connection with his asthma and 
had to be hospitalized at times. The parental 
grandfather, who also had asthma, lived with 
the family when Peter was between three and 
five years old. The grandfather "babied" his 
asthma and was afraid of dying. Peter always 
cried in his attacks that he was "going to 
die". The grandfather died in a mental institu-
tion. 
Medical examinations did not reveal more 
than a slight allergy for household dust and 
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cat and dog hair. The boy ~s treated in an 
allergic clinic. 
Peter's development was normal in spite of 
his asthma, until he was five years old. At that 
time the grandfather was admitted to a mental 
institution. The child lost considerable weight 
and had a poor appetite. Since then he has never 
measured up to his normal weight. 
At the age of six, he entered school and 
made good progress. He had an I.Q. of 110. He 
liked school and his teacher. During this period 
the family was not known to a social agency, and 
whatever information was obtained was given by 
the parents. 
When Peter \~S seven years old, the mother 
left for the ten-week period. The father took 
care of the children. Peter had no attacks 
during the mother's absence. Upon he~eturn, 
his attacks became more frequent and necessitated 
hospitalization. Peter himself said, "I am 
allergic to the old lady". While in the hospital 
no attacks were noted, and the child ate better 
and gained some weight. 
It was felt that the boy needed a longer 
period for recovery and more intense study of 
his emotional problems, and therefore he was 
admitted to the Temporary Home of the S.P.c.c., 
where he remained for one month. He had no 
attacksthere, sometimes caughed a little during 
the night. His adjustment was good, he played 
with the other children, and formed good re-
lationships with adults in the home. He was 
disappointed because his family did not visit 
him. The mother was there only once and the 
father and big brother promised to visit him 
but never came. 
Peter was anxious to go home and was ac-
cepted quite happily by the family. In suite of 
this, Peter had a severe atta.ck during the first 
night in his own home, which lasted all night 
long and annoyed the mother to such an extent 
that she insisted that the boy should be re-
admitted to the Temporary Home. During the first 
few days there Peter showed his emotional upset 
by his refusal to play with the other children 
44 
and the frequency of attacks. After a few days 
he became adjusted there again and felt quite 
well. 
He was returned home after three weeks, 
continued to feel well, attended school, and 
had no attacks. Six weeks after the boy's return 
to his own home, Peter witnessed a fight which 
his father had started when he came home drunk. 
Peter had an attack during that night and con-
tinued to suffer from attacks following open 
friction between the parents. 
On one occasion he was hospitalized and 
remained in the hospital for one week. He ·was 
then placed in a Convalescent Home because of 
his poor physical condition. The child suffered 
no attacks while away from his own home, but as 
soon as he returns to his parents he responds 
with more frequ ent attacks. 
At this point the S.P.C.C. realized that a 
long-term treatment had to be planned for Peter 
and referred the case to the Children's Mission 
to Children. 
The boy's record in the Children's Mission 
shows subsequent satisfactory placement in a 
medical foster home where his relationship to 
the foster mother and the supervising social 
worker was a good one. The parents also bene-
fited from casework treatment. 
After one year in the foster home, Peter 
was symptom-free for many months and although 
the parents showed more understanding of the 
emotional problems involved, the father was 
still drinking and the family situation was 
still unstable, making it inadvisable to have 
the boy returned to his o~m home. 
Analysis 
Peter had suffered from asthma when he was first separated 
from his mother. He was sensitive to the mother's rejecting 
attitude and was afraid of losing her love. At the time when 
the mother deserted the family for ten weeks, the boy's 
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relationship to the father was apparently a good one. He 
chose the father as a mother substitute and '~s satisfied with 
the situation. The rivalry with the siblings was lessened 
because none was favored by the father at that time. Vfhen the 
mother came back, the boy had to fight again to retain the 
mother's love. Ptter had observed grandfather's ast~ma and 
had seen the attention which he got from mother while having 
his attacks. He imitates grandfather and thus secures 
mother's attention. 
Although there seernedto be improvement in the boy's con-
dition each time that he was placed away from home, he was 
obviously still unable to express his emotions upon his 
return to his 0~ home in any other way than in his physical 
symptom. He waEipot helped to handle the expression of his 
anxiety and guilt and insecurity, and therefore had to ex-
press them in his asthmatic attacks. It is obvious that the 
purely physical change could not all eviate or solve the 
child's basic conflict. The treatment plan was ineffective 
because it did not go far enough and therefore brought only 
temporary relief. 
The worker in the S.P.C.C. has helped the child as much 
as she was able to within the framework of h er agency's policy. 
Upon consideration that this help was not sufficiently effec-
tive, she referred the case to another agency which was kno'IJ'm 
to her as having more adequate f acilities for helping the 
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child. This was a very good casework procedure and is not 
alway s easy to follow through. Th ere is no doubt that the 
worker had insight into the emotional problems of the child 
and the parents. She saw herself unable to ext end as much 
help as it was necessary because of the limitations set by 
the agency function. But her awareness of the problem and 
knowledge of community facilities made it possible to help 
the child. 
Case Number Five Agency: Children's Mission 
to Children 
Doris is a six-and-one-half-year-old white 
girl, the fourth of fdve children. She has two 
sisters, three and four years her senior, and 
one brother, six years older and another three 
years younger than she is. 
The parents are of Italian background. 
The father was born in this country. At the 
age of twenty he went back to Italy because 
he wanted to get married. He found a fifteen-
year-old, pretty country girl and brought her 
home to hi s parents. She became Doris~ mother. 
Her coming t o the United States seems to 
have been a very frightening experience to her. 
Eighteen years later she still had no friends, 
had not yet learned to read and write English, 
and sp eaks it poorly. 
The father's mother is a competent person, 
who he.s raised a large family. She accepted 
the s6n's wife in her household as one of her 
own children. She was a good mother but a 
domineering woman, who wanted her children to 
remain dependent upon her, and expected the 
same from Doris~ mother. 
Prior to the birth of her first child, Doris's 
mother had four miscarriages, the cause of which is 
unkno'Ml. 
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The father is a fisherman and away from 
home for many months. He drinks quite heavily 
and is a poor provider. He leaves the running 
of the household to his mother and wife, as 
well as the bringing up of the children, al-
though he is fond of his children, and he plays 
with them occasionally. He suffers from chronic 
tonsilitis and often needs special care and 
attention for this illness. 
The mother suff ers from hay fever and 
sinusitis. The grandmother was never ill, she 
is a strong and healthy person. 
The apartment is well kept. The mother and 
grandmother busily engage in housework and make 
no allowances for any untidiness or disorderly 
behavior on the part of the children. 
Doris was a healthy baby, well developed, 
and showed no particular problems during her 
early infancy. All the children, however, 
were pretty much spoiled, wanted to be carried 
around a lot, and always turned to the grand-
mother, who gave them everything which the 
mother denied them. Doris w-as the "baby" in the 
family for three years until her younger 
brother was born, and : he was called the baby. 
After Doris's birth the mother did not 
want any more children, but she became preg-
nant again and resented this pregnancy very 
much. She became very nervous during this last 
pregnancy and turned the complete care of the 
children over to the grandmother . 
Doris had her first asthma attack when 
ger mother was in the seventh month of her 
pregnancy. The attacks became increasingly 
worse . She lost her anpetite, lost weight and 
vomited frequently. The mother became very much 
upset about this behavior, especially about 
the eating difficulties. She spent hours feed-
ing the child and forced her to eat. Doris 
reacted with coughing spells and vomiting. She 
slept in her crib in the parents' bedriDom. After 
the new baby was born, she had to be moved out 
and shared a bed with the two older sisters, 
the baby taking Doris's place near the parents. 
She had attacks nearly every night and kept her 
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mother and grandmother awake for many hours. 
She also had attacks during the day. When-
ever she could not get what she wanted, she 
cried, became upset, and had an attack. She 
threatened the family by telling them, "If 
you don't give me what I want, I'll get an 
attack. n She was very hostile towards her 
little brother and could not be left alone with 
him. This little brother also became a very de-
manding baby, the mother having to carry him 
around for hours, otherwise he would scream, and 
the mother was afraid he might also g et asthma. 
Two years previous to t he present contact ] 
with the agency, Doris ha d be en placed by the 
same ag ency in a Convalescent Home. During her 
six Weeks' stay there, she had not attacks, and 
no eating dif f iculties were reported. 
The mother could not understand why this 
happ ened, that the child felt so much better in 
th e home, and she seemd to have strong guilt 
feelings about it. 
Doris's medical examinations did not reveal 
any specific diagnosis, just a slight allergy to 
household dust and cat and dog hair. The child 
was treated with injections for this s ensitivity. 
She presented a real problem in the family: 
she v.Ja s disturbed, nervous, underweight, and un-
happy. The mother and grandmother were exhausted 
from many disturbed nights, and the other chil-
dren were also upset because of their frequently 
interrupted sleep. 
The mother agreed to the plan sugg ested by 
th e ag ency, to place the child in a medical fo-
ster home for a longer period of time. Doris had 
a few talks with the socia l worker and agreed to 
be placed in the home. As sibling rivalry seemed 
to be one of the precipitating causes of the 
child's asthma, it was considered a good plan to 
place this child with a family where there were 
no other children. However, she could not ad-
just to this situation, she had very severe 
attacks and was very unhappy. Her anxiety in-
creased. This particular±~ family had been sel-
ected as a foster home for Doris b ecause their 
situation fulfill ed the recommendations of the 
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doctor as nearly as possible, in the reference to 
the child's all ergy: it was to get the child away 
from allergic stimuli, which seemed to be the 
precipitating factors for her asthmatic attacks. 
Doris was unhappy, had many attacks, and the 
foster mother did not want to keep the child in 
her house. Doris was then placed in another me-
dical foster home i n ·which six other children had 
been placed. The foster mother was a nurse and 
had a good understanding for emotional problems 
of children. 
Doris a~justed well in the new home after a 
few days. She was very demanding in the beg inning. 
She told the other children, "If somebody punishes 
me and if I do not get what I want, I get asthma, 
I get everything I want." She had a few attacks 
during the first month of her stay there. Most 
of the attacks could be related to a particular 
emotional upset. It was either on the occasion 
when her parents visited, or when she had to be 
punished. The foster mother discussed these in-
cidents with Doris and gave her permission to 
· express her anx iety and aggressions in other ways • 
.8he was not punished when she dirtied herself or 
tore her clothes. Nothing happened when she was 
naughty or when she was disobedient. None of 
the children were shown any preference. The 
foster mother showed Doris a permissive and loving 
attitude, however, not matter what her behavior 
was. 
In ' the beginning she slept in the foster 
mother's room, to be near her when she needed her 
in an attack. After a while Doris herself asked 
to sleep with the other children. 
One day a little boy was expected to be placed 
in the foster home. The foster mother talked with 
all the children about this event, and together 
they prepared the crib for the "baby". Doris 
became very angry and asked to sleep herself in 
the crib, not wanting it to be given to the baby. 
The fost er mother did let her sleep in the crib. 
After sleeping there for a few days, Doris told 
the foster mother that she wanted to sleep with 
the other children again, and that the baby may 
have the crib. On this occasion she said, "I know 
now that my baby brother is no more a baby but 
only my brother." 
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After eight weeks in the home, Doris started 
to take candies and toys from the other children 
and from the kitchen, and she got into fights with 
other children, but was not punished for this. The 
foster mother reassured her that she still loved 
her even though Doris did not always behave in a 
desirable way. After this talk the attacks ceased 
and Doris's behavior became more acceptable again. 
The child' s contact with her parents and 
siblings was k ept active. The family visited her, 
and letters and presents were exchanged. Nine 
months after Doris ~s placed in the home, she 
went home for a week- end visit. She had no at-
tacks at home but showed more aggressive behavior 
and verbalised anger. The mother was able to 
stand this behavior because she had learned 
through her weekly contact with the social worker 
to understand to tolerate the child's reaction. 
Also Doris was able to verbalize her anger and 
show more overt aggression beca~se she could 
carry over the security which she had ex~erienced 
in the foster home to her own home and to other 
e:Eperiences. 
At the time of this study, Doris had been 
in the foster home for eighteen months. She still 
was there but the plan was to let her go home soon. 
She had no attacks, could stand the frustration of 
having a wish unfulfilled, and she did not react 
with asthma 11 if I did not g et what I wanted". 
The social worker did not find the mother 
easy to approach. It took the latter a fairly 
long time to establish a relationship with the 
worker. This is not surprising if we consider 
the mother's experience and behavior pattern. 
The social worker represented the first person 
from ''the new world" who offered friendship to 
the mother, and who was int erested in her as a 
person. This relationship h elped Doris's mother 
to ·realize her ambivalent relationship to the 
grandmother and to become more independent of her. 
As her own ego became stronger, she could help 
her children in their ego growth and development. 
Her relationship to her husband became bett~r. 
It was during this contact that she went out with 
her husband evenings and Sundays, something she 
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had never done before. She could enjoy her children 
and find gratification in other ways besides attend-
ing their illnesses. She could give up a great deal 
of her narcissistic attitude and could get other 
sources of gratification, and in turn could apply 
this behavior towards her children. 
Analysis 
This case shows us clearly the underlying emotional 
conflicts which led to the child's symptom. It shows us the 
personality make-up of the child and her parents. The father 
is a passive and dependent individual and finds gratification 
for his needs in drinking. The mother is a compulsive and re-
jecting person, immature, with a weak ego. She herself was 
&n the midst of her struggle to become independent from her 
mother figure and could not solve this problem. She could 
not help her children to solve their conflicts. She could 
not allow their children to become independent of her be-
cause dep endency was the only love pattern which she knew. 
The mother had apparently also solved some of her emotional 
conflicts in a physical symptom. She has hay fever which is 
also an allergic disease. Thus, the child might have imitated 
one of the conflict solutions of the mother. 
The little girl ~~s striving for her mother's love and 
sensed that she could only get gratification and satisfaction 
when she was sick and needed special attention. She used her 
a sthma for the expression of these needs and conflicts. She 
was jealous of the little brother because he took her place 
with the mother, and she was afraid of not being able to 
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retain the mother's love. 
In the traetment we see cleatrly the neces s ity of re-
evaluating the methods. ~he foster home had to be changed. 
Placement was agreed upon by the mother and the child. Both 
were prepared and their guilt was relieved as much as pos-
sible. During the one and one-half years of contact of the 
worker and the mother, the latter was able to make use of 
the permissive and accepting attitude that the worker showed 
her, and she could transfer this experience to her relation- 1 
ship with her family. 
The two previous cases gave a picture of the social 
worker's activity in the treatment process, which consisted 
of placement and casework with the child and the mother. 
Preparing the mother and child for placement, and locating 
a home, gave the worker a good and realistic starting point 
for her work with the client. 
We find a different picture in cases where there is no 
placement involved. The worker's task becomes a more diffi-
cult one. The mother who has a sick child usually accepts 
the fact that the child is sick and needs her. As long as 
the child is physically ill, she does not need to feel guilty. 
1r his becomes different when no physical cause for the child's 
illness can be found and when the psychiatric treatment is 
suggesteg. The mother becomes guilty, she is afraid of be-
coming a\~re of her rejecting attitude or to be blamed for 
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the child's symptom. Many people still identify psychiatric 
treatment with the treatment of mental illness. The mothe~ 
and the child might be afraid that there is something wrong 
with their mind. The mother often cannot accept the fact that 
somebody else is able to help her child where she failed to 
do so. 
Many mothers cannot accept psychiatric treatment for 
their children because they are afraid that they will see 
their own problems in the child's reaction to them. This is 
a reason why many mothers do not follow through referrals 
to such a clinic or withdraw after one or mor e interviews. 
They ·would rather have a sick child than work through their 
ovm problems. 
These reactions and feelings have to be cle~r in our 
minds when we try to clarify the social worker's role in 
the treatment of an asthmatic child which is carried through 
in a child guidance clinic or in a similar treatment unit. 
The following case illustrates the social worker's role 
in a teamwork relationship with the psychiatrist in the 
treatment of an a s thmatic child. 
The interviews which the child had with the psychiatrist 
e.re described in more detail in order to show the underlying 
emotional conflicts of the child and the treatment process. 
It should also illustrate the social worker' s attempt to 
help the mother to see her own conflicts and those of the 
child, and the correlation of both. 
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Case Number Six Agency: Children's Clinic 
of the Psycho-
somatic Clinic 
Joan is a ten-year-old girl, the second child 
of the mother's first marriage. She has one brother 
three years older, and another one two years youn-
ger. She has three younger half-siblings. The 
mother was divorced from her first husband when 
Joan was two years old. At the time of the divorce 
the mother was pregnant again and resented this 
pregnancy. She had severe hemorrhages during this 
pregnancy and had been told by the doctor that 
there would be little chance that the baby would 
be born alive. The mother was more than surprised 
when the baby was born alive and developed well. 
The father•s a college graduate. He drank heavily 
and was described as being immature. 
The mother wanted to kill her husband when 
she found out that he was having relations with 
other women. She tried to split his head Gpen 
with a flat iron. 
After her divorce she went to live in her 
mother's house with her children. They never 
saw their father again. The mother's relation-
ship with her own mother was not too good. She 
claimed that her mother never had time for her 
and always tried to tell her what to do. She 
had a good relationship with her father, who died 
of cancer at the age of forty, when she was 
sixteen. She never had a good r elationship to 
women, always felt closer to men. 
This pattern made it hard for the mother to 
relate to the social worker. She was never able 
to have a good and clase relationship to her. 
However, she was able to discuss some of her 
problems and could be helped in handling the 
children bet t er. 
After her divorce, the mother went to work, 
taking two jobs, one during the daytime and one 
in the evenings. She saw the children only oc-
casionally. The grandmother took complete care 
of the three children, who loved her very much 
as she was an easy going woman. 
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When Joan was six years old, the mother married 
again, and the children lived with her and her second 
husband. The step-father had a good and steady job. 
He had all kinds of physical complaints, for which 
no physical cause could be found. 
Joan's younger brother stammered at the age 
of four and one-half, vomited when he started 
school, set fires in the neighborhood, and is 
still a disturbed boy, being treated in the same 
clinic as Joan. 
Joan had her first asthmatic attack shortly 
before the birth of her step-sister, when she was 
seven years old. The mother's younger sister had 
told the child that her step-father would not 
love her any more after the baby was born because 
he would then have a child of his o~m. Joan's 
relationship to the step-father was a very good 
one from the beginning. 
Joan's cough was first diagnosed as whooping 
cough with spasms, but later thought to be asthma. 
She had attacks usually on Fridays after school, 
was exhausted on Saturday and Sunday, and could 
not go to Church on Sunday. ShA felt fine on 
Mondays and could go to school. (This phenomenon 
led us to think that the child's attacks must 
have something to do with the father's being at 
home on weekends.) 
The psychiatrist felt that: 
Joan has strong hostile feelings 
towards her mother and that her relation-
ship to the step-father is an important 
factor. The attacks are related to the 
attention which is g&ven to her by the 
step-father. She is jealous of the 
mother's relationship to the step-father 
and wants to take her place. The child 
frequently has attacks at midnight and 
it was felt that this could have an 
intercourse meaning. 
The mother complained that Joan was very demand-
ing and wanted new things all the time. Whenever 
the mother bought something for the little step-
sister, Joan wanted to have something also. The 
mother was annoyed by the frequent attacks and 
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resentful of the fact that Joan seeks comfort 
in her attacks from the step-father. 
The mother refuses Joan a bicycle because 
she is afraid that the child might have an 
attack when she rides it. All her E~ other 
children have bicycles. 
Joan was treated in an allergy clinic for 
three years. She was allergic to household dust 
and cat and dog hair. The family ~hysician was 
called to help her during her frequent attacks. 
Joan is a bright child, shows good average 
intelligence. She went to parochial school and 
was kept back in the fourth grade. She had to 
miss school frequently during that year because 
of illness. While she was under treatment she 
changed from parochial to public school. 
The child ~~s in treatment for fifteen 
months, seen in weekly interviews at the be-
ginning and later in biweekly interviews. 
Content of Psychiatric Interviews 
Joan related well from the beginning to the 
psychiatrist. She liked to talk. During the first 
two months she did not play at all, but only 
talked. In her conversations with the psychia-
trist she wanted to be reassured that she 'WaS 
"doing well". The therapist told her that her 
doctor and he know that her asthma has something 
to do with her feelings and that he would like to 
see her r egularly, to know her better and to help 
her. Joan talked about her attacks, about the 
help she gets from many pillows which her father 
puts under he back when she has an attack. The 
pillows seem to be very important. \Vhen she ·star-
ted treatment, she slept with five pillows, and 
in the course of the treatment she reduced this 
number to two. 
In her thirn interview she told the therapist 
that she had a bad attack and that she thinks it 
had something to do 'Nith excitement. Joan thought 
that the making of Christmas gifts in school was 
very exciting and she fiad an attack the following 
day. 
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Joan is very eager to grow up, to be sixteen 
and to have boy friends. She then talks about 
her parent's divorce, that the mother divorced her 
father b ecause he drank and she did not love him 
any more, and that she married again, and that 
Joan likes her step-father. The nsychiatrist helped 
her to verbalize that she is anxious to know more 
about her own father and how he looks. 
Six weeks after she started treatment, she 
used play material for the first time. She used 
coloring books, and her occupation with this ma-
terial seemed to be quite immature for her age. 
She is usually unable to take her choice as to 
what she wants to do and asks the therapist to 
decide for her. She seems to be very insecure 
and anxious. She talks about her little step-
sister, how she has to watch her and keep her 
out of mischief. 
In the second month of her treatment she 
had four asthmatic attacks on subsequent days 
after going to bed. The mother called the doctor 
each time, and he gave her an injection, and the 
attack was over in fifteen minutes. Joan was re-
sentful of the fact that the attack was oYer so 
soon. 
During the third month of treatment no 
attack occurred at all, and this had never 
happ ened since she started having asthma. She 
usually draws in her interviews; she had prac-
tised drawing at home so that she would do bet-
ter with the therapist. She gets very anxious 
and aggressive when she draws over the line and 
destroys the drawing. The therapist points out 
to her that she gets angry when she makes a mistake 
and that she then wants to spoil everything alto-
gether. He talks with her, t elling her that it is 
not always necessary to have a perfect picture, 
and that it still might look good. This is hand 
for Joan to accept. 
Betwe~n the third and the fifth month of 
therapy there were many broken appointments. The 
mother had diff iculty in getting permission from 
the Superior of the parochial school to bring 
the child to the clinic during school hours. 
At that time Joan chang ed from parochial to 
public school. 
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In the beginning of the fifth month, she had 
one slight attack, which did ·.' not need medical 
ijttention. 
She plays now in her treatment hours; she re-
lates to the therapist by having telephone conver-
sations with him over a toy telephone, she plays 
ball with him, and hide and seek. She plays with 
clay but becomes very anxious after a short while 
and does not want to play any more "baby games". 
The therapist gives her permission to play baby 
games: he tells her that he plays them with her 
and enjoys it, and that it would surely be all 
right for her to play them, too. She plays for 
the first time with a baby doll, but gets very 
anxious. She then talks about her attacks, how 
they appear, and how they are treated. 
She expresses resentfulness about the fact 
that she has to come to the clinic and to miss 
the fun with her friends on this afternoon. When 
the th erapist jokingly asks her if the children 
play only on this particular afternoon, she wa s 
able to relate that her mother makes her stay 
home very often b ecause of her asthma, that she 
can only observe the other children play from her 
window, and that this makes her angry. The thera-
pist picks this up and tells her that he is hel-
ping her to stay v..rell. 
In the sixth and seventh month of therapy 
there is much talk about summer vacation and the 
plans she has for this time. Again, much hide 
and seek play. Joan hides a baby doll and then 
talks about her jealousy for her step-sister. 
She relates that the mother permits the little 
sister to have her supper in bed and she never 
would p ermit this to Joan, although she wanted 
it very much. She talks about the fact of ho w 
really angry she gets at the little sister and 
that th e mother then scolds her. She cannot " y ell" 
at her mother. The f8ther and mother would spank 
her for this. Th e therapist tells Joan that it 
often happens that children ~~nt to yell at mothers 
but mostly do not do it. Joan tells that it makes 
her mad when her mother r efuses to allow her 
thing s that she want s to do . But t h en she s ays, 
"I am not really angry". 
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There vvas an interruption of nearly three 
months in th e treatment du e to the child's vaca-
tion a nd the therapist's. 
Joan had a few att a cks during the summer 
while she "\o'l!'as away from home. She lived with 
her mother and siblings at the beach while the 
step-father stayed in the City. 
In the tenth month of treatment, after va-
cation, she talks about her good school-achievement. 
She is very concerned about A-in conduct. She 
thinks behavior is very important and she should 
have gotten an A. 
She complains that her mother . ·scolds her in 
front of other people and the therapist helps 
her to express that it is hard to be scolded by 
somebody whom she loves. 
In the t welfth month of treatment she talks 
about the mother's pregnancy. By that time her 
mother is seven months pregnant . Doris fantasies 
how the baby ·will look and how she will dr~ss him, 
and also about the attention the baby will get from 
everybody; that the mother got so much fatter,al-
though she does not eat much. (Joan is quite a 
stout girl). The therapist explained to her the 
major points of the anatomy of w<iman and -pregnancy. 
The thirteenth month: Joan had two minor 
asthmatic attacks. She relates them to two 
kitt ens which they had at home for a few days. 
(Joan is allergic to cat hair). 
She talks more a bout the baby, abo ut the 
sleeping arrangements which will be made for the 
baby. The baby will be sle ep ing in the parent's 
bedroom. The little step-sist er had slept there 
until she ~~s one-year old. She then talks about 
the bicycle which she wants for Christmas, but 
tha t she knows that her mother would not give it 
to her because of her asthma. She has gotten 
everything when she was younger and that no\nT the 
little sister g ets everything. The mother has 
shown her everything about the household so tha t 
sh e ·will be able to take care of the family _while 
the mother will be in the hospital for delivery 
of the baby. 
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At the end of the fourte enth month the 
mother gave birth to t wins, a boy and a girl, 
and Joan talks about the babies, that the boy 
is bigger than the girl and that the bigger child 
can let the smaller child do what he wants. She 
is resentful to the fact that the mother does not 
let her pick up the babies and that she does it 
when the mother is out or sleepmng. She complains 
that her moth er is so busy now with the twins that 
she has no time for her. She had not attacks all 
this t ime. She even "forgot" to keep her appoint-
ment in the allergy clin i c, to which she goes 
every month. But she did ·: rtot have an attack in 
spite of the fact that she did not have an 
injection. 
At the beginning of the fifteenth month, she 
comes to the interview eating a sour pickle. She 
tells the therapist that she likes it and that she 
bought it on her way to the clinic. She is on a 
dieat because she got too fat. Her mother had told 
her not to eat salt while on the diet, but she 
loves salt and puts much salt on her sandwich 
which she eats in school. She "got fat sever&l 
months ago". The il'Erapist helps her to express 
her conc ern about the mother's getting fatter while 
she was pregnant. 
Joan suffered no attacks for three months. She 
sees the therapist once a month now, and treatment 
will•be terminated soon. 
The mother had been seen by the social worker 
during the first five months of Joan's treatment 
in biweekly interviews. She .talked in details 
about her first husband, about her relationship 
to her ovm mother who never had time for her and 
al~ays told her what she was supposed to do. She 
never felt close to women. She had a good r elation-
ship to her father who died of cancer when she was 
sixteen years old. Her mother was jealous of her 
good relationship to her father. She "confessed" 
that she does and did things which she knew her 
mother would not approve of. She talked about her 
problems at the time of her divorce , of her 
attitude towards her pregnancy at that time. 
The mother's contact with the social 1Norker 
v;as very infrequent during her pregnancy. The worker 
made a few home visits, where she did not have too 
much opportunity to discuss specific matters with 
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her because the children were around. But the 
mother seemed to be thankrul that Joan relt so 
much better a nd has had no attacks. 
Analysis 
There seems to be no question that the mother resents 
Joan and her younger brother and the ract that Joan . likes 
her step-rather. Th e mother is a very ambitious woman 1· , and 
good behavior seems to be very important to her. She puts 
much emphasis on the ract that the children should behave 
well. She herselr apparently had never exp erienced a satis-
rying relationship to her mother and transrerred this re-
jecting attitude, which she had received rrom her mother, 
onto her children. 
The child was r esentrul or the mother's rejection. Her 
relationship to her step-rather v~s good. She saw a threat 
to this r elationship when the little sister was born. She 
wanted to retain the step-rather's love and developed asthma. 
She must have relt guilty about this rel ationship to the 
step-rather in which she wanted to replace the mother. This 
guilt increased her anx iety and her attacks. 
In therapy and with the help or the accepting attitude 
or the therapist, she was able to express her emotions and 
her conrlicts. In verbalizing them, her guilt reelings were 
relieved and she could give up her symptoms. 
~en a mother vmo does not rel ate easily to the worker 
because or her inability to make relationship to women, can 
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profit from this casework treatment. In addition to her 
emotional inability to relate to the worker and women in 
general, was added the fact that for realistic reasons she 
was not able to keep appointments during the last six months 
of the child's treatment because of her pregnancy. Here we 
see that even with these limitations case ~Drk treatment 
afforded a corrective experience which was helpful in the 
treatment of the child. 
The mother was enabled in her contacts with the social 
worker to discuss her conflicts, to relieve her guilt, 
which she must have had about divorcing her first husband, 
the father of her children. She was accepted by the social 
worker with all her confl~cts and rejecting attitudes, and 
she could transfer this experience to Joan and accept Joan 
with all her conflicts and attitudes, and help her to di-
minish some of her conflicts. The child in turn became 
freer to express aggression and the mother could accept it. 
In the therapeutic situation the child was enabled to 
give verbal expression to her aggression and conflicts, 
thus decreasing her guilt and anxiety which were the ori-
ginal cause of her symptom. 
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CHAPTER IX. 
Summary and Conclusions. 
The purpose of this thesis is to clarify the role of the 
social worker in the treatment process of the asthmatic child. 
It is attempted to show the underlying emotional conflicts 
in the child and the personality types which become more and 
more associated with the occurence of asthma. 
The writer studied twelve cases of children with bron-
chial asthma. These children were known to three different 
agencies. The cases were selected on the basis of a diagnosis 
of asthma. The children of both sexes were between five and 
fourteen years of age, except those cases f~om the Children's 
Mission. 
The cases were studied with the help of three schedules 
set up for this purpose by the writer. 
The policies and histories of the agencies from which 
the case records were chosen, were studied by the writer. She 
also studied the literature that deals with the subject under 
investigation. 
It appeared that the group of children was homogenous 
in many respects. There seems to be a similarity in the 
emotional make up and in the most common conflicts which 
appear in these children and their parents. These findings 
are illustrated in Table III and IV. 
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The children seemed to be disturbed by separation from 
the parents, mostly from the mothers. They are afraid of 
losing their mother's love and have a need to cling to 
mother. Eleven out of the twelve studied cases are fearful 
of loosing mother's love. 
Any sort of threat to the child's relationship to the 
mother, and often sexual temptation, seem to be a major 
consideration for the occurence of the asthmatic symptom. 
Maternal rejection is one the outstanding threats. In 
all the twelve cases there is found proof of this statement. 
Upon analysis of the cases, it app ears to the writer 
that there were outstanding features in the parent's emotion-
al make up which have their reflection in the onset of the 
child's illness and the occurence of the attacks. We have 
stated that all mothers reject their children. This rejec-
tion is very often an unconscious one and the mother com-
pensates this rejection with overprotection of the child. 
Seven mothers were observed to be overprotective of their 
children. Five mothers were found to be ambitious and the 
child found it hard to live up to it's mother's expectation. 
Being sick, having asthmatic attacks, gives the child a le-
gitimate reason for not being able to fulfill mother's ex-
pectation. 
In seven cases fathers or mothers prefer an other 
sibling. 
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The mothers did not seem to be particularly maternal. 
Their positive attitude seems to be in the service of gra-
tification of physical needs. Case No.5 gives us an illustra-
tion of these facts. The mot~ers consistently dominate the 
domestic life. This was found to be true in eleven of the 
studied cases. 
Fathers are mostly passive and not rea lly interested 
in the children. Very often they are found to be alcoholics. 
Five fathers were found to be drinking heavely. This addic-
tion may be a reason for severe friction between the parents. 
Other sources of parental frictions are observed, and the 
child reacts to these with ast hmatic attacks. In six families j 
I parenta l friction was a not uncommon phenomenon and the I 
children reacted with asthma to these. 
Most children are found to be of good average intelli-
gence or above averag int ellig ence. None of the children 
was kept back in school bec ause of lack of mental ability. 
No definite statement could be made as to the frequency 
of the occurence of the bronchial asthma in these children 
or th the frequency and severety of their attacks. 
In nearly all ·oases a medical diagndlsis of allergy 
could be established and the children were treated for these 
allergies. 
Asthma seems to be mainly a psychosomatic disease. This 
means that it is a combination of emotional and bodily dis-
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order. Various investigators, however, differ in their 
opinion regarding this statement, but none deny that emo-
tional conflicts and upsets have their influence on an asth-
matic attack. 
·This study has led the writer to some conclusions as 
to the possible casework treatment of the asthmatic child 
and to the help which can be extended to his parents. The 
importance of environmental, social and emotional factors 
in their relationship to the asthmatic symptom can not be 
denied. 
The social workers, in their attempt to help the clients 
to help themselves, are known as the "manipulator of the 
environment". Their aim is to help the client to make a bet-
ter social adjustment. In order to be able to manipulate 
the environment and to change or re.move disturbing factors, 
the worker has to have a thorpugh knowledge of these factors. 
In the case illustrations we see that without the worker's 
knowledge and understanding of the t'trigger situations" she 
would not have been able to help the child and his parents. 
The worker had to evaluate the mother's capacity to realize 
the emotional involvment in the child's illness, in order to 
be able to help. In other cases the worker had to be aware 
of the negative reaction of the child to his placement and 
therefore had to change the placement. 
These considerations show us the possibilities whiclm 
the social worker has to extend her help to the asthmatic 
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child and his parents. It is not only the social worker 
who works in a specialized clinic who will be able to help 
the child and his parents towards a better adjustment. Every 
social worker in each and every social agency who deals with 
families and helps them to solve some of their problems, 
should be aware of the particular problem that an asthmatic 
child presents in the family and should be aware of the un-
derlying conflicts which might be .responsible for this phy-
sival symptom and the child's suffering from this illness. 
Her awareness of the emotional implications will help her 
to help the client and will finally help~he client to help 
himself to a better social and emotional adjustment and a 
happier and more secure life. 
The social worker should use her knowledge of the 
specifics of the dynamics of the personality of these clients 
to evaluate whether she will be able to help the client or 
whether she should refer the client for psychiatric treatment, 
just as well as she would refer him for medical treatment. She 
would have to evaluate the nature of the emotional material, 
the conscious, as well as the unconscious material, which 
seems disturbing to the client. The limitations which are 
set for the social worker by her training and experience 
should lead her to refer the client for more intensive 
treatment to the psychiatrist. 
Not only is the social worker able to participate in 
the treatment process of the asthmatic child, she mmght even 
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be able to prevent the illness. The social worker should 
use her knowledge of the dynamics of the personality struc-
ture of parents and child to help both to become aware of 
their personality patterns and to enable them to express 
verbally their conflicts before they become so severe that 
they might be expressed in an asthmatic symptom or in an-
other psychosomatic illness. 
The basic consideration in any casework relationship 
is a good relationship. A good relationship means an accep-
tance of a person in spite of unfavorable attitudes. These 
unfavorable attitudes can be changee as a result of this 
good relationship. A mother whd> is accepted by the worker 
in spite of her rejecting attitude of the child and who has 
a chance to relieve h er guilt about this rejection, might 
be enabled to give the child the true satisfaction and gra-
tification that he is looking for and he needs. The child 
who will not be punished when he verbalizes his aggres s ions 
and hostile feelings towards the mother and who will feel 
secure in one relationship will be enabled to transfer this 
experience into his relationship with the mother and might 
be enabled to give up his symptoms. Doris's mother was 
. enabled through her relationship with the worker to gain 
insight into the child's problems. She herself could make the 
experience of being accepted by the worker and ~~s helped to 
greater maturity and in turn was able to lt el;t>the child to 
grq,w more mature. 
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Knowledge andawareness of the fact that asthma is 
essentially a psychomatic disease, thus representing close 
relationship between bodily and emotional functions, can 
make the social worker most useful in the treatment of the 
asthmatic child. 
Approved, 
Richard K. Conant 
Dean 
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Current Lecture Material at the Boston University 
School of Social Work. 
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I. 
SCHEDULE I 
FAMILY SITUATION 
ParBnts: name 
Housing : 
Children: 
a g e 
profession 
n ationality 
number of rooms 
sleeping arrangements 
neighborhood 
family members living in the household 
names 
ages 
problems - emotional and physical 
relationship to father 
r elationship to mother 
Marital Situation: 
divorced 
separated 
widowed 
illegitimate child 
Problems of Parents: 
emotional 
physical 
alcohol 
mental illness 
~roblems of Family Members Living in the Household 
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SCHEDULE II 
THE ASTHMA 
Attacks: 
Time: 
onset 
frequency 
duration 
after effect 
nights 
days 
mornings 
any time 
weekdays 
Sundays 
weekends 
vacations 
Persons Vfuo Are Usually Present when Attacks occur: 
father 
mother 
grandmother 
grandfather 
sibling 
friend 
other relatives 
doctor 
VVhat seems to be the Precipitating Factor: 
school situation 
sibling rivalry 
Separation from mother 
separation from father 
parental friction 
sexual temptation 
difficulties with siblings 
difficulties with other children 
unfulfilled wish 
Handi caps as a Hesult of Attack s: 
missing school 
missing church 
missing play 
missing sport 
preventing visit to family or friends 
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SCHEDULE III 
THE CHILD IN THE FAMILY 
Name 
Age: 
at time of contact 
at onset of illness 
Siblings: 
age 
sex 
School Adjustment: 
I Q, 
repeating class 
truant 
Relationship to School: 
which 
when 
why 
why 
likes hates school or teacher 
Personality of Child: 
relationship to parents: 
prefers father 
prefers mother 
prefers one of the siblings 
is especially jealous of one sibling 
prefers other r elatives 
relationship to other children: 
had friends 
no friends 
plays with younger children 
plays with children of own age 
plays with older children 
leader 
shows too much aggression 
withdraws from a gression 
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